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"E kore au e ngaro,
he kakano | ruia mai
| Rangiatea.

'l shall never be lost, | am a
seed sown from Rangiatea.’




Kaupapa

Mihi
What do | need to do tomorrow to:

 Achieve Pae Ora?

* Enable high quality primary and community
health care in my locality?

Poroporoaki
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The principles of Te Tiriti o Waitangi

* Partnership

requires the Crown and Maori to work in partnership in
the governance, design, delivery, and monitoring of
health and disability services.

* Options
requires the Crown to provide for and properly
resource kaupapa Maori health and disability services.

 Tino-Rangatiratanga
provides for Maori self-determination and mana
motuhake in the design, delivery, and monitoring of
health and disability services.

* Active Protection
which reﬂuires the Crown to act, to the fullest extent
practicable, to achieve equitable health outcomes for
Maori

 Equity
requires the Crown to commit to achieving equitable
health outcomes for Maori.

Paeora



7
(1)

; uit
Health sectoy Principles e Active Protection and Equity

For the purpose of this Act, the health sector principles are a5 follows:

(a)

(b)

(c)

(d)

the health sector should be equitable, whicl includes ensuring Maori and other populatiop groups— | -
(1) have access to services jn Proportion to thejr health needs; and

(1) recejve equitable Jevels of service; and

Partnership

(1ii)  achieve equitable health outcomes:

the health sector should €ngage with Maori, other Population groups, and other people to develop and deliver

Services and Programmes that reflect thejr needs and aspirations, for example, by engaging with Maori to
develop, deliver, and monitor serviceg and programmes designed to Improve hauora Mzogj outcomes:

* Tino Rangatiratanga

the health Sector should provide Opportunities for Maori to exercise decision-makmg authority op Matters of

(1) the strength or natyre of Miori Interests ip 5 matter; and
(i)  the interests of other health consumers and the Crown in the matter:
the health Sector should provide choice of quality services to Maori and other Population groups, including by—

(1) fesourcing services to meet the needs ang aspirations of Wi, hapa, and Whanau, and Maori (for example,
kaupapa Maori and whanau-centreq services); and

(i1) providing services that are culturally safe and culturally responsive to People’s needs: angd
(iia) developing and maintaim'ng a health workforce that jg Tepresentative of the community jt serves; and
(1ii) hamessiug clinical leadership, imlovation, technology, and lived €Xperience to continuously improve

&

services, aceess to services, and health outcomes: and

(iv) providing serviceg that are tailored to 4 person’s mental and physical needs and their circumstances and
preferences; and

(v) providing servjces that reflect matauranga Mzor:



We alighed the Health Care Home Model of
care with Pae Ora
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To bring Pae Ora to life we need more
than health care

Figure 3: The determinants of health and their relative contribution to our health
outcomes

Socioeconomic e m %

factors Education Family/ Income
social support

L rE.

Physicél ' ﬁ!
environment ]

Yoo |8 Ko o

behaviours

Tobacco Diet and Alcohol
. use exercise use
0 Health \ol
20% care

Access to care
Quality of care

Source: Adapted from the Institute for Clinical Systems Improvement (2014)



We must acknowledge and address
the determinants of health-

including racism

G\'OBAL ECOSYSTEM

KyisJoNpOS

Age, sex,
hereditary
factors

The determinants of
health and well-being
in our neighbourhoods

A Health Map for the Local Human Habitat, Barton and Grant (2006) based on a
public health concept by Dahlgren and Whitehead (1991).



We need to give Climate change and
biodiversity restoration significant
attention

Ul

OraTaico =

NZ Climate & Health Council




We know that a higher proportion of Maori have
poorer access to the social and economic
determinants of health, compared to non-Maori
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https://www.health.govt.nz/our-work/populations/maori-health/tatau-kahukura-maori-health-statistics/nga-awe-o-te-
hauora-socioeconomic-determinants-health/neighbourhood-deprivation



https://www.health.govt.nz/our-work/populations/maori-health/tatau-kahukura-maori-health-statistics/nga-awe-o-te-hauora-socioeconomic-determinants-health/neighbourhood-deprivation

Which leads to inequities in life
expectancy...
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We know a major contributor of these socio-
economic and health inequities are colonisation

and racism

* Racism comprises racial prejudice and
societal power and manifests in different
ways. It results in the unequal distribution
of power, privilege, resources and
opportunity to produce outcomes that
chronically favour, privilege and benefit
one group over another. All forms of racism
are harmful, and its effects are distinct and
not felt equally.
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We must re-distribute resources fora
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(2)

Pae Ora (Healthy Futures) Bill supports our duty
to act, including address the determinants of

health

(e)

B i e e

L=

the health sector should protect and promote people’s health and wellbeing, including by—

(1)
(11)

(111)

(1v)
(V)

adopting population health approaches that prevent, reduce, or delay the onset of health needs; and

undertaking promotional and preventative measures to protect and improve Maori health and wellbeing;
and

working to improve mental and physical health and diagnose and treat mental and physical health
problems equitably; and
collaborating with agencies and organisations to address the wider determinants of health; and

undertaking promotional and preventative measures to address the wider determinants

i

climate change, that adversely affect people’s health.

When performing a function or exercising a power or duty under this Act, the Minister, the Ministry, and each health
entity must be guided by the health sector principles—

(a)

(b)

as far as reasonably practicable, having regard to all the circumstances, including any resource constraints; and

to the extent applicable to them.



NO reira, to bring Pae
Ora to life we must:

e Address the determinants
of health at all levels

* Acknowledge racism as a
key determinant of health

* Work collectively to
improve the determinants
of health aligning with the
Principles of Te Tiriti o
Waitangi




Primary and community care

HEALTH & Sociay cang
SOCAL AGENCgs g

’\/ SERVICES SPEC:::S:T'TS':';;'ICB
- Person and whanau centred % &
- Affordable care d
- Continuous Care oo
- Comprehensive care ool
- Coordinated care o

- Note Vote Health Budget

Declaration of Astana — Global Conference on Primary Health
Care (2018[7]), https://www.who.int/docs/default- https://dpmc.govt.nz/sites/default/files/2021-

. : . 04/htu-factsheet-primary-and-community-care-
source/primaryhealth/declaration/gcphc-declaration.pdf en-apr2L.pdf

SOCIOECONOMIC FACTORs



https://dpmc.govt.nz/sites/default/files/2021-04/htu-factsheet-primary-and-community-care-en-apr21.pdf
https://www.who.int/docs/default-source/primaryhealth/declaration/gcphc-declaration.pdf

Done well, primary and community care
leads to improved population health and
reduced inequities

OECD (2020), Realising the Potential of Primary Health Care, OECD He?fﬂ?%icy
Studies, OECD Publishing, Paris, https://doi.org/10.1787/a92adee4-en.



https://doi.org/10.1787/a92adee4-en

To run well, primary and
community care needs to

consider these building blocks

8 9
Prompt access Comprehensive-
to care ness and care

coordination

5 6 7

Patient-team Population Continuity
partnership management of care

The 10 Building Blocks of High-Performing Primary Care 1 2 3 4

Thomas Bodenheimer, Amireh Ghorob, Rachel Willard-Grace and Kevin Engaged Data-driven Empanelment Team-based care

Grumbach leadership improvement

The Annals of Family Medicine March 2014, 12 (2) 166-171; DOI:

https://doi.org/10.1370/afm.1616



https://doi.org/10.1370/afm.1616

The highly skilled workforce wrap mana-enhancing
services around the patient and whanau

Refer to:

* Nuka Model
 Hutt Union Model
* Ora Toa Model

* Takiri Mai te Ata
 Mauri Ora Model
e Turuki Model




For high needs practices, the staff and processes are
trauma-informed and culturally competent

4 Key Dimensions of Equity-Oriented PHC Services
v qurty = Outcomes

Shorter term:

* increased effectiveness of
services | |

* increased ‘fit' between
people’s needs and services

* increased access to health

| care and social resources

* increased patient capacity
to manage health ‘ '

10 Strategies to Guide Organizations in Enhancing

Capacity for Equity-Oriented Services i |
Make an explicit commitment to equity
Develop supportive structures, policies, and processes
Revision use of time Longer term:
* improved health and quality

Attend to power differentials

Tailor care, programs and services to context

Actively counter oppression

Promote community + patient participatory engagement
Tailor care, programs and services to histories
Enhance access to social determinants of health
Optimize use of place and space

of life
* reduced health inequities at |
population level

Figure 1 Enhancing equity-oriented PHC delivery.

Browne et al. Closing the health equity gap: evidence-based strategies for primary health care
organizations International Journal for Equity in Health 2012, 11:59
http://www.equityhealthj.com/content/11/1/59



http://www.equityhealthj.com/content/11/1/59

Figure 4. Receptionists looking like Mum (by Moana).

Kyle Eggleton, Robin Kearns & Pat Neuwelt (2017) Being patient, being vulnerable: exploring experiences of
general practice waiting rooms through elicited drawings, Social & Cultural Geography, 18:7, 971-993, DOI:

10.1080/14649365.2016.1228114
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There are many enablers of whanau ce
primary health care and support servic
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Figure I: Various layers aflecting whinau-centred primary health care

https://www.tpk.govt.nz/en/o-matou-mohiotanga/health/te-piringa-whanaucentred-primary-health-care



https://www.tpk.govt.nz/en/o-matou-mohiotanga/health/te-piringa-whanaucentred-primary-health-care

So far the locality service delivery models, on
paper, aligns with the evidence and our duty

Overarching service delivery model for primary,

community and population health
Population health

Provider networks that support localities

Comprehensive primary care Priority cohorts
teams
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Interim Health NZ and Maori Health Authority Health System Reforms — Localities Local
Government — Mayors, Chairs & Chief Executives May 2022



When we look at our data, our Ambulatory Sensitive
Hospitalisations rates are high, relative to OECD
countries

Figure 1.2. Share of potentially aveidable hospital admissions due to five chronic conditions as a
percentage of total hospital bed days, 2016

% of otz hospial bed days
1%

e

2 & & F #

ﬁmyfgﬁmﬁw %ﬁ@ﬁﬁﬁfﬁwﬁﬁfﬁﬁf
¢ o

OECD (2020), Realising the Potential of Primary Health Care, OECD Health Policy
Studies, OECD Publishing, Paris, https://doi.org/10.1787/a92adee4-en.



https://doi.org/10.1787/a92adee4-en

Our highest need communities struggle to access
primary health care

Figure 6: Percentage of population that does not visit a GP in a year versus socioeconomic deprivation decile
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https://srgexpert.com/wp-content/uploads/2021/08/Methodology-for-Estimating-the-
Underfunding-of-Maori-Primary-Health-Care.pdf



https://srgexpert.com/wp-content/uploads/2021/08/Methodology-for-Estimating-the-Underfunding-of-Maori-Primary-Health-Care.pdf

Many primary and community services have lost
the comprehensive services they once had

For example:
* Maternity services at Hutt Union and Porirua Union are no

longer

* Ora Toa is struggling to maintain it’s dental services



Ambulatory Sensitive Hospitalisations
remain approx. 2x for Maori

51 1: Ambulatory sensitive Hospitalisations [ASH)

Standardised ASH Rate-5N7 population, National, 45 to 64 age group, Total, 5 years to end March 2022
Hational v [45r0s w| [Alcondivars | [ standardized ASH Rate-3MZ po |
10,000
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Mational Pacific 8.5966 .91 §.544 T.470 T.370
Mational Other 3.7z 3.054 3001 2,733 2,863
Mational Total 3.310 3.535 3515 3.502 3,590
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And while we are on inequities, at the

Census Area Unit, (mean pop. 2100), the
difference between the shortest and \1
longest lived populations in Aotearoa is: |

* A: 7 years 4) ‘ ’;_’1 1
* B: 10 years ‘ |
* C: 14 years , ,, “& ;

* D: 22 years e

* E: 29 years



Figure 2: Disfribution of neighbourhood life expectancies, New Zealand, 19892003 (kernel
density smoothed)
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Ministry of Health. 2005. Monitoring Health Inequality Through
Neighbourhood Life Expectancy: Public Health Intelligence occasional bulletin
no. 28. Wellington: Ministry of Health.



In Aotearoa, we have populations
that are vastly different.

?
[ ]
|
Communities that have extreme Communities that are
difficulty accessing the able to access the
determinants of health, have determinants of health,
high rates of illness and have have high rates of illness

short lives




Yet the difference in the primary and _
community care policy settings for these
two extremes is minimal



The ‘elephants in the

room’ for New Zealand’s
health system in its 80t
anniversary year- general
Practice charges and
Ownership models

Robin Gauld, Carol Atmore, Jo Baxter, Peter Crampton, Tim Stokes

The 2018 year signalled
this legislation, a his

stem. This article considers
omise tha

n the UK, 2018 marked the celebration following Passage of th
Iof the 70+ anniversary of the founding between the governme;

of the National Health Service (NHS), New Zealand branch o
Including the Principles on which it wag Association (NZBMA) ]
founded ang how jt functions with its focus

€ 1938 legislation
ntof the day and the
f the British Medical

ed to a very different
health System canvas that endures to this



Waitangi Tribunal recommendations
in the Wai2575 report in 2019

On the broader question of funding generally for the primary health
care system, we recommend that the Crown conduct an urgent and
thorough review of funding for primary health care, to better align it with
the aim of achieving equitable health outcomes for Maori.

~

In relation to funding, we have made an interim recommendation
that the Crown and stage one claimants agree upon a methodology for
the assessment of underfunding of Maori primary health organisations
and health providers. The methodology should include an assessment of
establishment and ongoing underfunding since the commencement of the
Act. We have directed the parties to report back to us by 20 January 2020
On Drogress.

In relation to accountability arrangements, we recommend that the
Crown commit to reviewing and strengthening accountability mechanisms
and processes in the primary health care sector which impact upon Maori.




The Waitangi Tribunal isdoiondioy of ko Blopary il Cary
commissioned Sapere to

EStimate the Dr Tom Love, David Moore, Ashley Milkop, Lockie Woon, '
underfunding of Maori R e |1
Primary Health.

Methodology and proof of concept with key results




Funding does not increase for primary care
practices serving high needs populations
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https://srgexpert.com/wp-content/uploads/2021/08/Methodology-for-Estimating-
the-Underfunding-of-Maori-Primary-Health-Care.pdf



Primary care funding does not account for the E
concentrations of complexity that we see in these /)
areas S N

Figure 2: Capitation funding totals for each hypothetical practice ‘ ‘
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Dr Mona Jeffreys 2021,Do general practice capitation fees account for concentrations of complexity? Te Hikuwai Rangahau Hauora | Health Services Research Centre Te Herenga Wak
Victoria University of Wellington
https://insightsaotearoa.ac.nz/wp-content/uploads/2022/01/Do-GP-capitation-fees-account-for-concentrations-of-complexity.pdf
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These funding inequities, for starters, are very expensive. We
recognise the enablers like data, quality improvement tools
such as we see in Health Care Home. But if we do not address
the issue of funding, and accountability it may be very difficult
to bring Pae Ora to life

“The cost of underfunding and under-provision of primary
health care for Maori is borne by Maori. For the 2018 Maori
population aged under five, and between 45 to 64 ..... we
estimate that the annual health loss in 2018 due to
inadeguate primary care is valued at S5 billion”.

https://srgexpert.com/wp-content/uploads/2021/08/Methodology-for-Estimating-the-
Underfunding-of-Maori-Primary-Health-Care.pdf



https://srgexpert.com/wp-content/uploads/2021/08/Methodology-for-Estimating-the-Underfunding-of-Maori-Primary-Health-Care.pdf

We need equitable funding that considers the _
characteristics of the populations we serve. Sapere

and GPNZ have started to outline a process

Table 4.
G
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care pHp

Profession
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e ness Managers L Cost 5,005 High need Non-High Need
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Figure 5 Estimated total service cost for 10,000 enrolled population

https://gpnz.org.nz/wp-content/uploads/Workforce-
Resources-FINAL-DISCUSSION-DOC.pdf

https://srgexpert.com/wp-content/uploads/2021/08/Methodology-
for-Estimating-the-Underfunding-of-Maori-Primary-Health-Care.pdf
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To bring Pae Ora to
life we must:

* Refocus more attention and
resources towards primary and
community care

* Enable skilled staff to run
primary and community care
that aligns with the aspirations
of their communities

e Equitably fund primary and
community care provider that
serve the communities of
highest need




Nau te rourou, naku te rourou,
ka ora ai te iwi






R S e e 4 A R







